ritant, causes an afflux of blood to the center of the affection, and the distended capillaries pour out liquid exudation, which coagulates at the center into plastic lymph, expanding the meshes of the neighboring tissues with a more serous fluid. Leucocytes are formed from cell proliferation in the plastic lymph, but on account of their not being in proper place for their growth and development into tissue they become changed into pus, which collects in a cavity formed by it, and the result is an abscess. As these steps occur in quick succession, pain, heat, redness and swelling are present with a constitutional disturbance in the form of hectic fever. An abscess without the symptoms of pain, heat and redness is termed a cold abscess, and is dependent on a low degree of vitality. The alveolar abscess is, of course, the one we are most interested in, and is first indicated by pain, constant in character, which is increased at each pulsation, then swelling about the affected tooth, which becomes more defined, and afterwards points and discharges pus, when the active symptoms subside. If, after the symptoms of pain, heat and redness subside, small quantities of pus discharge through a fistulous opening,
we have the chronic form of alveolar abscess. The location of alveolar abscess primarily is the apical space wherever it may afterwards extend. The manner in which the pus leaves its bony enclosure largely determines the difficulty of treatment. It may at once reduced, and the pain changes rapidly to swelling, sometimes distorting the face to a marked degree. This can be grCatly reduced, and often wholly prevented, by the use of the lance, thus avoiding the second form, which forces the tissues of the gum from the bone and forms a cavity for itself between the two, or allows the pus to gain vent at the margin of the gums. This is the condition most favorable to necrosis, as the periosteum of the bone is raised to allow the pus to flow from the bone. In this condition the bone is deprived of its natural supply, and the result is death to that part. If the pus can be promptly discharged, however, not much harm will follow. This form of abscess in the lower jaw is more likely to point on the face than any of the acute forms. The same condition in the upper jaw, though less frequent, may point almost anywhere on the face after the pus has gained some headway in the soft tissues; since it follows in the direction of the least resistance, it may follow the course of a muscle to a surprising distance, thus pointing far from its source.
The third form is that in which the pus, instead of penetrating the surface of the bone, finds its way along the side of the root, following the peridental membrane to the margin of the gum, and is discharged at that point. physiological phenomena leading to inflammation. Now, it is true that in the pain of the tooth, the parts being so confined, it would be more painful coming into the soft portion where there is an expansion of tissues, and if there was any determination of blood there and separation of the elements there would of course be that phenomena, and would be less pain when the swelling commenced.
On the question of the phenomena of an abscess, I differ somewhat with him in regard to describing the phenomena leading to an abscess. As to the putrescent pulp being the recurrent cause of the abscess there, I think that is a question.
There was another expression, in speaking of an abscess having a fistulous opening. An abscess ceases to be an abscess whenever any drainage commences. Then it becomes ulceration. Whenever there is a fistulous opening from an ulcerated peridental membrane, it is no longer an abscess; it is an ulcerated peridental, membrane, with an alveolar fistulous opening. A blind or cold abscess is what we generally know as an abscess that has its opening through the canal. It has some microscopical drainage A cold abscess is not, as I am inclined to think, a modern way of expression. The caries and necrosis of the apex of the root, sanguinary deposit on the denuded portion of the tooth that Brother Wilson speaks of, is one cause of chronic ulceration of the peridental membrane. There are a great many gentlemen, in the clinical part of the discussion, who have great success in the treatment of abscesses, after they have formed an artificial opening, by the use of guttapercha; even in the fistulous opening of an ulcerated peridental membrane, wherever there is a possibility that there is an absorption of the apex of the tooth, and some of the sanguinary deposit around near the line of life of the tooth, by floating or flowing of the cavity with liquid gutta-percha, even until it comes out through the fistulous opening.
What becomes of it ? There will be a certain amount of the flowing gutta percha that will be deposited around the end of the root, and a cystic membrane will be formed. A cystic membrane is just as much tolerated within the body of the tissues as almost any other membrane is tolerated. 
